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On the Horizon
CAMA in Charleston for
FAA Recertification Seminar
CAMA to hold one day seminar & social outing
prior to FAA meeting
Under the program direction of Dr.
David Millett, regional Flight
Surgeon for the Southern Region
and long-time CAMA Trustee,
CAMA will hold a half-day semi-
nar on Thursday October 28 with
social activities planned for that
afternoon and evening. The FAA
seminar begins on Friday October
29 through Sunday morning Octo-
ber 31. CAMA is also planning a
social event one evening (Friday or
Saturday) during the FAA seminar.
The final agenda has not been
decided upon but there will be a
demonstration of the new on board
automatic external defibrillators
and medical kits.
If you are due for AME recertifica-
tion by the FAA then this would be
a perfect match. Plan on being one
day early and enjoy an interesting
CAMA program. The social pro-
gram will assure that you see
firsthand why Charleston is unique
as a truly authentic "southern
hospitality" city. Watch your mail
for registration information. And
for you AME's that are not yet
members of CAMA, this would be
the perfect chance to learn why our
membership has doubled over the
last 3 years.
Conde' Nast Traveler named
Charleston one of the top ten
domestic destinations. Indeed ,
Charleston is known as America's
most beautifully preserved archi-
tectural and historic treasures. The
city was founded in 1670. This is a
"see and do" city with extraordi-
nary diversity. The International
airport assures visitors of an easy
arrival and departure. The southern
and continental cuisine make
Charleston a culinary center.
Selected sites: Fort Sumter, where
the civil war began. The USS
Yorktown, The Congressional
Medal Of Honor Museum,
Charleston's own musical variety
show SERENADE.
Dining: 82QUEEN, fancy, fine and
famous, The Wreck of Richard and
Charlene, A real dump but the best
fried seafood anywhere! Peninsula
Grill, In the historic Planter's Inn,
Beautiful and breathtaking. Louis's
Restaurant and Bar, Expensive,
beautiful decor, great food.
We hope you can join us in
Charleston... You'll be glad you
did!
SV
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The President̂  Desk
John D. Hastings. M«D.
As I near the end of my term as
president of CAMA, I have
been reflecting on my years
with this organization. When
Jim Harris took the reigns as
Executive Director in 1990,
CAMA was struggling to sur-
vive with fewer than 200 mem-
bers. Many of you, along with
me, were called upon by Jim to
meet and deliberate CAMA's
future. We hammered out a plan
for an organizational structure
with vice presidents, committee
chairpersons, and committee
members. We set goals and ini-
tiated projects. We met, planned
and revised plans.
Now as we approach the
millenium CAMA membership
is over 750 strong and growing.
We can be proud of our accom-
plishments and successes. The
old CAMA Bulletin was trans-
formed into the new
FlightPhysician under the able
direction of your editor and
president-elect, Stacy Vereen.
Thanks to Robin Dodge, we
have our own new website,
which Robin continues to de-
velop.
We have held a highly success-
ful international meeting at
Innsbruck, Austria, and interna-
tional meetings are planned at
three-year intervals. We now
offer free membership to newly
designated AME's in the initial
year of designation.
We have joined forces with the
FAA Office of Aviation Medicine
in dealing with problem areas in
aeromedical certification. We
have strengthened our relation-
ship with the Aerospace Medical
Association (AsMA), participat-
ing on task forces dealing with
airline medical kits and alterna-
tive medicine. This coming Sep-
tember we will take part in a sec-
ond one-day seminar with AsMA,
CAMA, and AMSUS (military
flight surgeons), to be held in
Washington, D.C.
We are exploring other joint ef-
forts with AsMA including cross-
recruiting efforts and co-hosting
a function at the annual AsMA
meeting for international mem-
bers. We have developed a CAMA
Consult program to help newly
designated and less experienced
AME's with problem medical cer-
tification. We have developed re-
lationships with aviation organi-
zations including the Experimen-
tal Aircraft Association and Air-
craft Owners and Pilots Associa-
tion, contributing speakers for
medical programs at aviation
gatherings.
We can indeed be proud of our ac-
complishments since we met in
Oklahoma City in November
1990. Our work is not yet done.
To nurture FlightPhysician, we
need willing and able associate
editors. Robin needs help in de-
veloping the web site. We need
early and watchful guidance in
developing our annual scien-
tific program and international
meetings. We must attend to
membership.
We must keep abreast of issues
and offer timely and respon-
sible comment. We must repre-
sent CAMA in the aviation
community.
CAMA has grown. For CAMA
to flourish we need more than
a few who are willing to nur-
ture CAMA. We must identify
members, both new and expe-
rienced, who are willing to con-
tribute to CAMA, utilizing their
talents and enthusiasm to move
CAMA forward. Considering
the busy lives of our members
and the volunteer nature of our
organization, this is not an easy
task. I feel it is essential to ex-
pand the core group of indi-
vidual CAMA members who
contribute to the day-to-day op-
erations of our organization.
Through sharing of responsibil-
ity and effort, we can sustain
CAMA and look to its future.
Please join our Canadian col-
leagues and us this September
in Toronto. I think it will be a
great meeting, a fun time and a
wonderful opportunity to see
each other.
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H. Stacy Vereen. M.D.
As we go about our everyday cer-
tification business, most of us re-
alize that we serve an important
gatekeeper function. If there was
no requirement for a medical exam
then most of us could surely recall
an example or two of pilots that
would be flying who should not be
flying. There are other examples
of pilots that were stopped at the
gate for only a moment to adjust a
parameter or two. A new pair of
glasses, an adjustment in a blood
pressure medication or advice on
an acceptable medication for aller-
gic rhinitis; these are all examples
of routine gatekeeper activities.
There are those that strongly dis-
agree with the present system.
Since 99+% of all applicants are
ultimately certified, this cumber-
some medical certification system
is simply not worth the resources,
they say. The system gets more
cumbersome all the time. As the
FAA continues to modernize and
streamline, they are also consider-
ing more and more airmen with
more and more conditions and dis-
eases for certification. This, of
course, leads to more and more re-
view and more stringent follow-up
protocols for these "borderline air-
men". The pilot community per-
ceives this as more work and bu-
reaucratic hoopla for the hapless
airman that happens to have a
problem.
I don't think that I have ever met
an airman that was overly con-
cerned about the increased
workload for the FAA due to the
liberalization of policy in favor of
certification. Maybe this percep-
tion is helped along by the AME.
In an effort to side with "his" air-
man, maybe it's easier for the
AME to agree with the him that
the system is unfair to the airman
and that the FAA is merely a bu-
reaucratic barrier between him
and his right to fly.
On the other hand, it often takes a
massive amount of testing and
documentation (and hence a mas-
sive amount of time consuming
review) to be able to allow an air-
man fly under the special issuance
provisions of Part 67. "No one
loves flying half so much as the
grounded pilot" so any delay in
certification is painful to the air-
man and we, as AME's, would be
less than empathetic were we not
to side with our grounded airman.
Maybe all of us would be better
served by using our best efforts to
gently and compassionately edu-
cate the airman on how the review
process works and how, by its very
nature, it is a deliberate, time-con-
suming process. The FAA has one
of the most liberal certification
systems in the world. Many an air-
man unhappy about how long it
took to get his ticket would, in
many other countries, have been
permanently grounded with no
chance for recertification at all.
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Hands on Certifcation
Highlights of the FAA's Medical Certificate
Application Form From a Legal Perspective
As it pertains to aviation medical
certification, Congress gave the Ad-
ministrator of the Federal Aviation
Administration (FAA) the author-
ity to prescribe minimum standards
that the Administrator finds neces-
sary for safety in air commerce. The
FAA adopted minimum medical
standards and codified them in
Part 67 of the Federal Aviation
Regulations. Congress also
gave the FAA the authority to
issue airman medical certifi-
cates to those individuals who
meet the minimum safety stan-
dards. The FAA may only issue
medical certificates to these in-
dividuals after an investigation has
been conducted to determine the
applicant's eligibility for the certifi-
cate. The FAA has long recognized
it did not have the human resources
to be able to perform the necessary
investigation into each individual
applying for an airman medical cer-
tificate without some assistance.
Therefore, they chose to delegate
some of the investigative and deci-
sion making authority to qualified
physicians, who are given designa-
tions as Aviation Medical Examin-
ers (AMEs).
The AME acts on behalf of the FAA
in conducting the initial investiga-
tion into an applicant's medical
qualifications. This is accomplished
through a paper process as well as
a physical examination. Experience
Kathleen A. Yodice, Esq.
has shown us that it is the paper
process that carries with it the most
serious medical and legal ramifica-
tions. The AME plays an important
role in these issues, and it is impera-
tive that he fully understands them
in order to provide assistance to the
applicant and to appropriately meet
It is the paper process that
carries with it the most
serious medical and legal
ramifications.
the responsibilities of his designa-
tion as an aviation medical exam-
iner.
As part of the medical examination
process, the applicant for an airman
medical certificate must complete
the front of the medical application,
FAA Form 8500. The AME must
complete the back of the same
medical application form as it re-
lates to the medical examination.
There is an instruction sheet at-
tached to each application form that
is intended to provide guidance to
the applicant in filling out the front
of the form. This instruction sheet
should not be torn off prior to giv-
ing the applicant the form to com-
plete. In many cases, the instruc-
tions will assist the airman in accu-
rately answering the medical ques-
tions. Without the benefit of the in-
struction sheet, the airman may
guess at an answer and inadvert-
ently cause the FAA to believe that
the applicant intentionally falsified
the answer, hi any case, if you don't
give an airman the instruction sheet,
then if problems arise with the ap-
plication, the AME could poten-
tially be drawn into the situation.
Protect yourself, give all airman
applicants the instruction sheet.
Under the FAA's regulations, no
person may make an intention-
ally false statement on any appli-
cation for an airman medical cer-
tificate. If an intentionally false
statement is made, it will provide
the FAA with a basis for revoking
all airman, ground instructor, and
medical certificates currently held
by the person making the false
statement. In order for the FAA to
prove a violation of this regulation,
the FAA must establish three things:
1) that a false statement was made,
2) that the statement was made with
knowledge of its falsity, and 3) that
the false statement was capable of
influencing the FAA's decision on
medical eligibility. The FAA must
prove that the applicant actually
knew that the statement was inac-
curate. It is not sufficient for the
FAA t prove that the applicant
should nave known that the state-
ment was false. Actual knowledge
See LEGAL PERSPECTIVE on page 6
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Down to Mimmunis
Can an airline trans
• port pilot, who has
been retired at age 60, be
issued a first-class medi-
cal certificate?
Whether they are a student with "0 "
hours or an 80 year old with 3,000
hours, if they meet the requirements
for first class certification, then they
may be issued a first class medical
certificate. SV
An applicant for
third-class medical
certification had a left be-
low-the-knee amputation
from an accident. He has
a prosthesis limb which he
plays basketball, dances,
and in general, does not
defer to his limb. In my
opinion, he would have no
problem operating the
aircraft controls. He is in-
terested in starting flight
training. Must he be de-
ferred for further evalua-
tion or can I pass him?
You can issue him a student pilot
certificate with the limitation
"For Student Pilot Purposes
Only " and request on the form
8500-8 that the FAA send paper-
work to the FISDO of his choice
for him to take a check-ride with
an FAA examiner. If he passes this
check-ride then he will be issued
a SODA, Statement Of Demon-
strated Ability. These are given to
pilots who have a static disabil-
ity that is not expected to
progress.
SV
O One of my pilots has
• recently developed
diabetes mellitus requir-
ing insulin for control.
He has a valid medical
certificate that was is-
sued before the disquali-
fying condition was di-
agnosed. What regula-
tion invalidates his cer-
tificate and where may
this pilot find such a ref-
erence?
Your pilot may not exercise the
privileges of his medical certifi-
cate with any medical deficiency
that would make him unable to
meet the requirements for his
current medical certificate. He
can reference this in the FAR's
Part 61.53. He may however, be
able to regain his third class
medical certification on insulin
if he can meet the stringent FAA
requirements.
SV
O Routinely, on first
• class physicals I
have been doing in-
traocular tension but I
am not certain whether
the FAA requires this
reading for second class.
Please let us know the
requirements and at
what intraocular pres-
sure an AME should
deny an airman a medi-
cal certificate.
The FAA does not routinely
require intraocular tension
measurements for any class. In
cases of known intraocular
hypertension, the FAA requires
an initial work-up of this condi-
tion including visual fields and
intraocular tensions. This work-
up is usually done by the treating
ophthalmologist and is submitted
on FAA Form 8500-14. Periodic
evaluations of this sort will be
required by the FAA for contin-
ued certification.
SV
I have a patient who
has applied for medi-
cal certification. He has
just been diagnosed with
a mild form of epilepsy
that is completely con-
trollable on Dilantin. Is
there any hope that he
can gain certification?
Certainly not any time soon. Both
epilepsy (any form) and Dilantin
are categorically disqualifying
for any class of certification.
Applicants who have been sei-
zure-free for ten years and have
been off of any seizure medica-
tion for seven years could be
reviewed for possible certifica-
tion.
SV
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Legal Perspective cont.
may be proved by circumstantial court later looks at how the ques-
evidence.
The National Transportation
Safety Board (NTSB) has had the
occasion to review many cases in-
volving FAA allegations that a
medical certificate application was
falsified by an airman. Knowing
how some of these cases were re-
solved may provide valuable as-
sistance to an AME who is guid-
ing an applicant through the ex-
amination process.
When answering the
question concerning
any current use of
medication, an appli-
cant should carefully
consider his circum-
stances. In the Watkins
case, an airman failed
to disclose on three successive
medical applications that he was
taking the hypoglycemic drug
Orinase. The airman defended
against the FAA's falsification
charges on the grounds that al-
though he regularly filled the pre-
scriptions for the drug, he had dis-
continued taking the medication
prior to his three consecutive
medical certificate applications.
The airman reasoned that although
the medication was available to
him, he did not take the medica-
tion, and therefore, his negative
answer to the question of current
drug use was truthful. The NTSB
judge rejected the airman's defense
on credibility grounds. The full
NTSB upheld this ruling on ap-
peal.
Another recent case illustrates
how an airman's analysis of
whether an event needed to be re-
ported on his medical application
tion should have been answered. In
the Summers case, although the
FAA alleged that the airman com-
mitted two intentionally false state-
ments, the Court of Appeals agreed
with only one of the FAA's charges.
Two weeks before applying for a
medical certificate from an AME,
the airman had been interviewed by
a clinical psychologist, who diag-
nosed the airman with depression.
This interview occurred in an
attorney's office in connection with
The "knowledge " element of an intentional
falsification charge can sometimes pose a
challenge for the FAA to prove.
obtaining a continuance in an un-
related criminal case involving the
airman. The airman did not have
any knowledge of the
psychologist's diagnosis at the time
of the medical application, so the
airman answered "no" to #18.m.
(mental disorders of any sort: de-
pression, anxiety, etc.). The airman
also failed to report this encounter
in question #19. ("Visits to Health
Professionals in the last three
years"). The court determined that
the airman did not know that he was
suffering from depression because
he had not yet been told of the psy-
chologists diagnosis. However,
with regard to the visits to health
professionals, the court rejected the
airman's argument that his meeting
with the psychologist was "coun-
seling" that did not need to be re-
ported. Instead, the court found that
the airman was being evaluated and
tested by a clinical psychologist to
form may not square with how the determine whether he was fit to par-
ticipate in a trial, which the airman
could not have believed was
"merely counseling," thus finding
that the airman falsified this an-
swer.
The "knowledge" element of an
intentional falsification charge can
sometimes pose a challenge to the
FAA to prove. If the airman did not
actually know of the inaccuracy of
the statement at the time the state-
ment was made on the medical ap-
plication, then the airman will not
be found to have
made an intention-
ally false statement.
In the Roehr case, an
airman answered
"no" to any record of
other convictions
(18w.) The airman
was a German citizen who had
been convicted years earlier for of-
fenses under German law and who
had subsequently moved to the
United States. He defended against
the FAA's falsification charges on
the grounds that he was not obli-
gated to disclose the convictions
because a German law provided
legal protection against disclosure
of convictions that the German
government would no longer dis-
close due to the passage of time.
Based on the evidence presented,
the NTSB found that the airman
knew what information he was re-
quired to report, but that instead of
answering truthfully, he answered
on the basis of what he felt he was
legally obligated to report. The
NTSB found against the airman,
but only after closely scrutinizing
what the airman actually knew at
the time he answered the question.
See LEGAL PERSPECTIVE on page 7
NEW MEMBERS
CAM A would like to welcome these new members
to our growing family of Aeromedical colleagues
William J. Abran, M.D.
1260 West GAHwy-54. Suite 101
Fayetville, GA 30214 USA
678-817-1477 FAX:678-8I7-0805
Family Practice AME
Diego X. Alvarez, M.D.
P.O. Box 118
604 Seneca Street
Oneida, NY 13421 USA
315-361-5000
Pulmondogy
FAX:3I5-361-1104
AME
Robert C. Ang, M.D., FCCP
500 East Remington Drive, #29
Sunnyvale, CA 94087 USA
408-730-5858 FAX:408-774-9695
Family Practice AME
Denise Baisden, M.D.
1111 Lake Country Drive
Seabrook, TX 77586 USA
218-483-7999 FAX: 281-483-3392
Aerospace Medicine P AME
Sam Birenbaum, M.D.
2833 16th Avenue, Box 110
Markham, L3R OP8 ON Canada
905-477-8100 FAX:905-477-8053
Family Practice P AME
H. Robert Brokering, M.D.
1905 Blake Avenue
Glenwood Springs, CO 81601 USA
970-945-8503 FAX:970-945-0253
Family Practice AME
Dylan Caldwell, M.D
18530 Mack Avenue
Grosse Pointe Farms, Ml 48326 USA
313-884-0223
Emergency Medicine P AME
J. Scott Chennault, D.O.
1103Woodson
Caldwell, TX 77836 USA
409-467-7080 FAX: 409-567-9783
Family Practice P AME
Stephen D. Coleman, M.D.
Foothill Family Medical Clinic
6360 South 3000 East
Salt Lake City, UT 84124 USA
Family Practice AME
Richard F. Cooper, M.D.
18100 Shadbrook Drive
Northville, Ml 48167 USA
246-349-5332 FAX: 246-349-53323
Radiology P AME
Joseph DeRosa, D.O.
1506 Eanxlow Blvd.
Huntington, WV 25701 USA
304-522-8947
OB/GYN
FAX: 740-532-1183
PAME
Gunwant S. Dhaliwal, M.D.
Gulf View Walk In Clinic
6329 State Road 54
New Port Richey, FL 34653 USA
727-844-5555 FAX: 727-844-5550
Internal Medicine AME
James Michael Duncan, M.D.
18 Ensigne Spence
Williamsburg, VA 23185 USA
757-220-1766
Pulmonary/Critical Care P AME
Humberto Eavora,. M.D.
AACM, Civil Aviation Authority
P.O. Box 1954
Macau, South China Via Hong Kong
853-371-864 FAX: 853-355539
Aviation Medicine P AME
Russell W. Faria, D.O.
130 NW 4^ Street
Newport, OR 97365-3132 USA
541 -265-5865 FAX: 541 -265-5909
Family Practice AME
Albert Fisher, M.D.
400 Ceape Avenue
Oshkosh, Wl 59901 USA
920-236-3290
Family Practice P AME
Peter W. Frank, M.D.
Augsburger Str. 30
Groebenzell, France D-82194
49-8142-57706 FAX: 49-8142-57718
Aviation Medicine AME
JeffryW. Gaver.M.D.
35059 Wayfare Trail
Qconomowoc, Wl 53066 USA
414-965-2914 FAX: 414-965-5201
Internal Medicine AME
Rajib Ghosh, M.D.
PlatC/12Sandhrscrd
164/78 Lake Gardens
Calcutta, West Senegal, India 700045
91-33-4174092 FAX: 91-33473-6797
Aviation Medicine AME
Henry L Givre, M.D.
1860 East Florence Blvd., #E
Casa Grande, AZ 85222 USA
520-836-8701 FAX: 520-836-1993
Internal Medicine PAME
David A. Jones, D.O.
810 High, Box 528
Baldwin City, KS 66006 USA
785-594-6412
Family Practice
FAX:785-594-3599
PAME
Bonnie Kelly, M.D.
700 South Henderson Road, #306
700 Soul RPad, i
King of Prussia, PA 19406 USA
610-265-0726 FAX: 610-265-3131
Family Practice AME
Kirt T. Kubicka, M.D.
820 North Montana Avenue
Helena, MT 59601 USA
406-442-3570 FAX: 406-442-35787
Family Practice AME
Graeme MacLarn, M.D.
P.O. Box 82 French Forest
NSW Autralia 1564
61-2-94510372 FAX: 6-294510538
Aviation Medicine P AME
Corina Maduro-Ponson, M.D.
Oexc. Health Center Aruba Van
Leeuwenhoekstraat 16
Oranjestad, Aruba, Duth Caribbean
826738 FAX: 831104
Occupational Medicine AME
Russell F. Mazda, M.D.
1449 Aspen Court
West Chester, PA 19380 USA
610-524-6675
Emergency Medicine
Joseph P. McCann, M.D.
29 Neadow Hill Drive
Tiburon, CA 94920 USA
415-435-4358
Aviation Medicine
PAME
FAX: 415-3295
PAME
Kenneth E. McDonald, III, M.D.
P.O. Box 25
Delhi, LA 71232 USA
318-878-3737
Family Practice AME
Barbara K. Miller, M.D.
P.O. Box 702
Bladwin, Ml 48624 USA
517-426-0780 FAX:" 517-426-1292
General Surgery P AME
Matthew J. Miriani, M.D.
1307 Countryside Manor Place
Chesterfield, MO 63005 USA
314-440-3442
Family Practice P AME
James R. Pfaff, M.D.
4 Spyglass Court
Aurora, L4G 5X4 ON Canada
905-841-1426 FAX: 416-952-0569
Aviation Medicine P AME
Fatima C. Phillips, M.D., MPH
469 Howell School Road
Bear, DE 19701 USA
610-591-3370 FAX:
Occupational Medicine
Hubert J. Ramos, M.D.
1045 Windswept Circle
Chesapeake, VA 23320 USA
757-436-9121 FAX:
Aviation Medicine
Mark G. Reuter, M.D.
101 South Gibson Street
Medford, Wl 54451 USA
715-748-2121 FAX:
Family Practice
610-591-2514
AME
757-314-6330
PAME
715-748-4536
AME
Jacob Nathan Rubin, M.D.
4955 Van Nuys Blvd., #415
Sherman Oaks, CA 91403 USA
818-501-1455 FAX: 818-501-6151
Family Practice AME
Gurbax Saini, M.D.
632 East State Road
Island Lake, IL 60042 USA
847-526-8830 FAX: 847-526-8985
Internal Medicine AME
Alan D. Scher, M.D.
1914lrvingtonRoad
Algowa, IA 50511-8500 USA
515-272-4800 FAX: 515-295-7908
Surgery AME
S. David Scott, M.D., Ph.D.
2 Chesney Lane
Erdenheim, PA 19038 USA
215-233-9494 FAX:215-233-3821
Pulmonary Disease P AME
C. Richard Sharpe, M.D.
1031 West Madison Avenue
Athens, TN 37303 USA
423-745-6575 FAX: 423-745-6403
Internal Medicine PAME
Warren S. Silberman, D.O.
2716 Pine Valley
Edmond, OK 73003 USA
405-954-7653
Aviation Medicine
Pamela Tarkington, M.D.
79 Thomtree Circle
Penfield, NY 14526 USA
716-377-3569
Internal Medicine
FAX: 405-954-3231
PAME
FAX: 716-473-1106
PAME
Charles Thornsvard, M.D.
3625 Graemont Drive
Eariysville, VA 22936 USA
804-975-0704 FAX: 804-293-8570
Internal Medicince P AME
Naf Urs, M.D.
Kommetsrutj 61
Wolhusen, Switzerland 6110
0041-41-490-09-74
Spatial Disorientation
Amy S. Warner, M.D.
1000 Commerce Drive
Peachtree City, GA 30269 USA
770-486-5000 FAX: 770-486-5010
Internal Medicine AME
AME
Insert this sheet in your CAMA Membership Directory.
This will keep your directory updated between editions.
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Washington Update
^ The FAA Office of Aviation
Medicine continues to receive
reports of medical events and
deaths on major U.S. air carriers.
This surveillance mandated by
Congress will be completed this
summer. It is anticipated that ac-
tion and possibly an NPRM will
be released once all the reports
have been received and analyzed.
One final report and one ini-
tial draft has been issued by
the American Society of Heat-
ing, Refrigerating and Air Condi-
tioning Engineers (ASHRAE) on
Aircraft Cabin Air Quality. In gen-
eral, the final report indicated there
is no evidence that cabin air qual-
ity is substandard. However, they
do recommend continued inflight
studies.
.JL, Several key positions in the
FAA office of Aviation Medi-
cine and CAMI are opening up,
including the position of Deputy
Federal Air Surgeon. Efforts are
now underway to recruit for these
positions.
•jf Approximately 210 Class III
special issuances have been
granted for insulin dependent dia-
betes mellirus. In the group only
one was involved in an accident
but it was not associated with this
airman's diabetic condition or the
use of insulin.
^ NASA Administrator, Dan
Goldin, has requested the Insti-
tute of Medicine to form a commit-
tee to study and make recommen-
dations on health care for astronauts
during and upon return from space
flight. This committee is now being
formed and will be comprised of
scientists and other experts who will
meet in a series of 11 meetings with
a report anticipated.
Thanks to Russell Rayman for
this update.
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Legal Perspective continued
Sometimes, claiming "inadvertence" may help to
prove that the airman lacked the knowledge that the
answer was false. However, a recent NTSB case
suggests that the NTSB may no longer be very tol-
erant of such excuses. In the Boardman case, the
airman explained his false answer to the question
concerning a record of other convictions as "borne
of haste, not an effort to hide the convictions." The
airman explained that he used a previous year's
medical application form to guide him to answer
yes or no on the current application and that he did
not read the questions. The NTSB judge believed
the airman. But, on appeal, the full NTSB concluded
that the airman tricked the FAA into giving him a
medical certificate. The NTSB issued a lengthy ad-
monition:
"The very act of submitting a medical certificate
application invites reliance by the FAA on the re-
sponses it contains, and the nature of the responses,
every airman can be fairly presumed to appreciate,
dictates whether the certificate will be issued. It
seems to us that an airman who, knowing this, ten-
ders an application that rums out to have a wrong
answer to one or more of many questions he freely
chose not even to read, much less to thoughtfully
answer, cannot reasonably argue that he lacked the
intent to give false information, for the submission
of inaccurate information is a natural and foresee-
able consequence of completing an application in a
manner that essentially guarantees its unreliability.
We think that such an airman, having acted in a
manner that could be viewed as evincing a willful
disregard of the truth or falsity of the information
officially submitted and, therefore, in a way reflect-
ing contempt for the airman medical certification
process, should be determined to have intended that
whatever answer he gave be utilized in the review
of his qualifications."
PART II will appear in the next
"FLIGHTPHYSICIAN" Kathleen Yodice is an
attorney with Yodice Associates, a firm well
known for its expertise in aviation law. She was
formerly with the FAA's Legal Department.
Kathleen is a frequent speaker at aeromedical
seminars. She is a member of the CAMA Board
of Trustees and serves as CAMA's legal advisor.
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From the
Myocardial Infarction in Airmen
Earl F. Beard, M.D., F.A.C.C., F.S.C.A.I.
A myocardial infarction in an airman can be an ex-
tremely dramatic and important event. It may cer-
tainly endanger his life and health but also impor-
tantly, his career and avocation. Outcomes of treat-
ment become extremely important in this regard. We
will review options in the treatment of myocardial
infarction, assessment of the patient who has had an
event and assessment for airmen certification.
This paper is not intended to be a listing of the very
important multicenter studies showing that one par-
ticular modality is superior to others in the hands
and institutions of the investigators. We will use data
from some of these only to make certain points. In-
stead, we will approach our options in treatment from
the standpoint of assessing a patient in the emergency
room and trying to make the best decisions possible.
We will emphasize general principals. In the pre-
coronary care unit era, treatment was mainly obser-
vation and watchful expectancy. When methods of
defibrillation became available and the importance
of arrhythmia recognized, we attempted to treat such
in coronary care units. Current emphasis is on all
these principals plus re-vascularization to save as
much myocardium as possible. There are several
important general principals;
• Myocardial infarction is not a single entity,
but a heterogeneous group of diseases. It does
not take much imagination to see that a small
inferior infarct from occlusion of a distal right
coronary artery branch in an otherwise
healthy heart is far different from a massive
anterior infarct and cardiogenic shock, per-
haps with other complicating co-morbidity's.
• Treatments should be tailored to the situa-
tion and not necessarily what author has
shown as best in his hands or in a certain
setting.
• Intervention to attempt re-vascularization
should be done as early as possible.
• In general, it is probably best to get the inf-
arct patient to a catheterization laboratory
early so that you know what the anatomy is
and are not treating blindly.
• Decisions should be made quickly on as-
sessment, but they must remain flexible and
responsive to any changes in the clinical
course.
In infarcts over 48 hours old treatment options are
fairly limited. Even considering all the ramifications
of the open vessel hypothesis most stable patients in
this category will be managed by conventional treat-
ment. By conventional, we mean essentially non-
thrombolytic, non-angioplastic treatment to include
observation in the coronary care unit. These include:
platelet suppressants, beta blockers and angiotensin-
converting enzyme inhibitors and glycoprotein lib,
Ilia inhibitors with the reduction agents and actual
put into the 3-Ainhibitors. The lipid reduction agents
help stabilize plaques by lipid extraction so that the
fibrinous cap does not rupture and cause further plate-
let aggregation and thrombosis. The SAVE study has
shown a deduction in mortality and better outcomes
by obtaining favorable types of ventricular remodel-
ing in patients with depressed ejection fractions. On
some indications, for example, continuing or recur-
ring pain, extension of infarct, stuttering infarct, de-
veloping shock, patients with older infarct should
probably go to the catheterization laboratory or even
get systemic thrombolysis if no catheterization labo-
ratory is available.
It is in the fresh myocardial infarct that we have more
opportunity to save myocardium by revascularization
from thrombolysis or angioplasty. We, at the Texas
See MYOCARDIAL on page 9
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Heart Institute were among the first
to recognize the value of direct
angioplasty in removing both
thrombus and underlying stenosis
and subsequently several studies
have shown distinct advantage
where direct angioplasty is fea-
sible. Glycoprotein lib and Ilia in-
hibitors have even further
enhanced the efficacy of direct
angioplasty. Myocardial infarc-
tions associated with cardiogenic
shock must be taken to the cath-
eterization laboratory for direct
angioplasty where possible. The
expected mortality of 90% in car-
diogenic shock can be reduced to
approximately 50%. So far as
thrombolytic agents are concerned,
one has little reason to doubt there
is a fairly high initial success rates
with thrombolytic agents. How-
ever, in our practice, where post-
thrombolytic treatment with hep-
arin is quite well controlled, we see
open vessels only about half of the
time at the time of cardiac catheter-
ization. Many multi-center trials
have compared efficacy of various
thrombolytic agents with most dif-
ferences favoring the TPA or RTPA
families. There have been reports
of some unusual agents, i.g. large
doses of heparin alone, with results
not terribly different and bleeding
rates similar to the more conven-
tional agents. There has also been
some interesting reports using gly-
coprotein lib, Ilia agents without
angioplasty.
At the Texas Heart Institute we
now do several things different in
angioplasties for acute myocardial
infarction:
1. We do not hesitate to go to a
catheterization laboratory and do
angioplasty at any time after TPA,
whereas former teaching was to
wait forty-eight hours for fear of
hemorrhage into the arterial wall
and into the infarct. We do reduce
the dose of ReoPro or avoid it un-
der many situations.
See MYOCARDIAL on page 10
Come on Jenkins, get Q grip! I think we better put this flight physical on hold
and work on your morbid fear of heights for a bit!
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2. We do not hesitate to stent where there has been a
thrombus load and stent the majority of cases.
3. We do not hesitate to do other vessels besides the
culprit vessel at the same setting if all goes well, feel-
ing that more complete re-vascularization improves
outcomes.
4. Since in-stent stenosis is an ongoing problem and
perfusion scans remain abnormal after myocardial
infarction has occurred, we try to do follow-up arte-
riography at three to four months to detect re-steno-
sis and treat it. The FAA guidelines specifies a six
months waiting period.
5. We try to avoid surgery in acute infarct cases, be-
cause mortality rates in these cases remains high (up
to 20 to 30th %). Therefore, the failed angioplasty
may have been a recent myocardial infarction.
6. We use intraaortic balloon pumping at the slight-
est indication during antioplasty.
At our institution approximately 20 to 30 percent of
acute myocardial infarctions are treated by direct
angioplasty and approximately 30 percent have
thrombolysis with the remaining one-third having
either conventional or combinations of treatment.
In considering special issuance medical certificates
for acute myocardial infarctions in the United States
by the FAA and Federal Air Surgeons Consultants
panel, there are certain guidelines for consideration
of airmen and these are outlined in the FAA Avia-
tion Medical Examiners guide. Since there is wide
variability in myocardial infarctions, and in the pa-
tient having them, issuance may be considered after
a period of six months stability following a myocar-
dial assessment, treadmill stress testing, and labora-
tory studies with special emphasis on lipids. In gen-
eral, it is wise to have a perfusion exercise or perfu-
sion scan or stress echocardiogram for such an evalu-
ation and for later comparison. Class I and Class II
certificates by special issuance usually require all of
these studies and assessments plus postoperative
See MYOCARDIAL on page 11
CAMA CONSULTANTS
To our new members and as a reminder to all: This is
a list of more experienced AME's that have volun-
teered to help with troublesome certification cases.
For involved questions, e-mail or fax is preferred. This
list is NOT for use by airmen, but solely for AME's
within the CAMA membership.
Frank H. Austin, M.D EST
Phone: 703471-1769 Fax:
E-rnail:FHAusta@AOL.COM
703450-3104
Charles A. Berry, M.D. CST
Phone: 713978-7755
E-mail: None
Fax: 713978-5001
A Duane Catterson, M.D CST
Phone:281873-0111 Fax: 281873-0660
E-mail:catterson@worldnet.att.net
William L. Hildebrand, M.D.EST
Phone/Fax: 317 357-1665 Home: 941648-9465
CellPh: 941 660-1579 Email :Whildel010@AOL.com
A. J. Parmet, MJD.
Phone: 816561-3480
E-mail:ajparmet@sunflower.org
CST
Fax:816561-4043
Richard O. Reinhart, M.D. CST
Phone: 612896-3186 Fax:
E-mail: 1040743465@compuserve.com
612896-3192
Gordon L. Ritter, D.O. MST
Phone: 520776-9830
E-mail:none
Robert A. Stein, M.D. EST
Phone: 513751-0080
E-mail:None
Mark Thoman, MD.
Phone: 5152444229
E-mail:PARO 1795@aol.com
H. Stacy Vereen, M.D. EST
Phone: 770451-1277
E-mail:stacyv@earthlink.net
Fax: 520 776-9983
Fax: 513751-5660
CST
Fax: 515244-1131
Fax: 770451-0217
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coronary arteriography. Favorable features for con-
sideration in an airman certificate in the post myo-
cardial infarction patient include good left ventricu-
lar function, no significant arrhythmia, no myocar-
dium left in jeopardy, the infarct vessels are open or
are supplying scar only, adequate revascularization,
good risk factor control including a willingness on
the part of the airman to actively participate in re-
ducing his modifiable risk factors.
SENIOR FAA EXAMINER NEEDED!
Factory Physician needed in Wichita, Kansas M-F, 8-5. Salary $150K with incen-
tives and full benefits - 4 weeks of vacation, 1 week of CME with $4,000 stipend.
50% of duties will be performing Class 1 FAA medical exams. Remaining duties
work injury management, disability management. Will be Medical Review Of-
ficer. Contact: Bruce Jones at Weatherby Health Care 800-365-8902, ext. 307 or
email to Bjones@whemail.com.
Corporate and Sustaining Members
CIVIL AVIATION MEDICAL ASSOCIATION
The financial resources of individual members alonei^aia(^susiain1:h^4ssociauon's pursuit of its broad goals and objectives.
Its forty-five year history is documented by innumerable;contributions itoward aviation health and safety that have become a
daily expectation by airline passengers worldwide. Sappoittrom private and commercial sources is essential for CAMA to
provide one of its most important functions: that of education. The following support CAMA through corporate and sustaining
memberships: , v - ^ ,
Sustaining Members
James R. Almand, Jr., M.D.
Frank H. Austin, Jr, M.D.
R. L. Bendixen, M.D.
Forrest M. Bird, M.D.
Stephen V.A. Blizzard, M.D.
John. H. Boyd, D.O.
Per-Johan Cappelen, M.D.
John R. Capurro, M.D.
A. Duane Catterson, M.D.
Gary E. Crump, P.A.
Robin E. Dodge, M.D.
Jabez Gait, M.D.
John L. Garred, M.D.
John D. Hastings, M.D.
Walter R. Lawrence, M.D.
Floyd F. McSpadden, M.D.
Al-Safar Nader, M.D.
A.T. Navaratnam, M.D.
Robert S. Poole, M.D.
Robert W. Rigg, M.D.
Gordon L. Ritter, M.D.
W. David Rummel, M.D.
Ajinder Singh, M.D.
M. Young Stokes, III, M.D.
James L. Tucker, Jr., M.D.
H. Stacy Vereen, M.D.
Albert van der Waag, Jr., M.D.
Dennis H. Wessels, M.D.
Rodney E.L. Williams, M.D.
Banyan International Corporation
Jim Breckenridge
P.O. Box 1779
Abilene, TX 79604
Continental Airlines
999 Richmond Avenue
Houston, TX
Data Transformation Corporation
108-D Greentree Road
Tumersville, NJ08012
Grayson Flying Services, Inc.
Don Booth, President
Denison, TX75021
Corporate Members
Medaire, Inc.
1301 East McDowell Road, Ste 204
Phoenix, AZ 85006
Motara Instruments, Inc.
7865 North 86th Street
Milwaukee, WI 53224
Nonin Medical Inc.
Dawn M. Neale
Plymouth, MN 55447-4755
Percussion Aire Corporation
Forrest M. Bird, President
Sandpoint, ID 83864
Rummel Eye Care, P.C.
W. David Rummel, M.D.
1022 Willow Creek Road
Prescott,AZ 86301-1642
Stereo Optical Company, Inc.
Jospeh F. Anders, President
Chicago, IL 60641
Titmus Optical
Sheila Johnson
Petersburg, VA 23805-9288
On The Horizon
September 15-19,1999
Toronto, Canada
CAMA 's Annual Scientific Meeting
October 29-31,1999
Charleston, South Carolina
CAMA's FAA Recertification Seminar
AVIATION MEDICAL EXAMINER
FAA SEMINAR SCHEDULE 1999
October 29-31
December 6-10
December 6-10
Charleston, S.C. (Theme)
Oklahoma City, OK (Basic)
Oklahoma City, OK (Basic)
For Information Call
Your Regional Flight Surgeon
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK 73123-2864
